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Abstract 

Background: Although associated with many successes, oocyte donation can lead to numerous psychological chal‑
lenges in recipient women. The identification of these challenges during the treatment process is crucial to improve 
recipient mental health. Thus, the aim of this study was to gain an understanding of the experiences of oocyte recipi‑
ent women.

Methods: This research was conducted using a qualitative approach and inductive content analysis method. The 
data collection tool was in‑depth interviews. Twenty women with the experience of receiving donated oocyte were 
selected and entered the study using purposive sampling method and considering the maximum variation.

Results: Three main categories of psychological challenges were extracted from patient interviews, specifically, 
distressing psychologic symptoms, social stigmatization, and negative coping mechanisms. The category of distress‑
ing psychologic symptoms was shaped based on the subcategories of self‑esteem destruction, anxiety and stress, 
depression and spiritual discouragement. The category of social stigmatization included the subcategories of concern 
about disclosure, judgment of others, and conflict with religious teachings. And the category of negative coping 
mechanisms was formed based on the subcategories of aggression and denial.

Conclusion: The results indicated that the process of treatment with donated oocyte is followed by the experiences 
of distressing psychologic symptoms, social stigmatization, and negative coping mechanisms in recipient women. As 
such, paying attention to the socio‑cultural factors which affect this process seems necessary to maintain the mental 
health of these women.

Plain English summary: Although associated with many successes, oocyte donation can lead to numerous psy‑
chological challenges in recipient women. The aim of this study was to gain an understanding of the experiences of 
oocyte recipient women. This research was conducted using a qualitative approach and inductive content analysis 
method. The data collection tool was in‑depth interviews. Twenty women with the experience of receiving donated 
oocyte were selected and entered the study using purposive sampling method and considering the maximum 
variation. Three main categories of psychological challenges were extracted from patient interviews, specifically, 
distressing psychologic symptoms, social stigmatization, and negative coping mechanisms. The category of distress‑
ing psychologic symptoms was shaped based on the subcategories of self‑esteem destruction, anxiety and stress, 
depression and spiritual discouragement. The category of social stigmatization included the subcategories of concern 
about disclosure, judgment of others, and conflict with religious teachings. And the category of negative coping 
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Background
With the prevalence of 21% [2], infertility is a major 
global issue which has been increasingly growing in 
recent years all over the world [1]. Associated with an 
unexpected stress, infertility can cause marital problems 
for infertile couples [3]. Inner desire for having children 
on the one hand, and its unattainability on the other, pave 
the way for many social problems including increased 
rate of divorce [6], polygamy in some societies [7], social 
isolation and stigma [8], domestic violence [5], and the 
feelings of guilt and worthlessness as well [9].

All of these problems can increase psychological symp-
toms such as anxiety and depression in couples [4] and 
negatively affect their quality of life [10]. Therefore, infer-
tile couples may try to overcome this problem by using 
assisted reproductive techniques. Lack of response to 
medical treatment and non-existence of potentially fer-
tile oocytes make these couples to resort to donated 
oocytes [11]. Although the use of this treatment method 
has brought about significant successes, the lack of wom-
an’s genome sharing in reproduction can pose significant 
challenges to couples, especially women. Accordingly, 
some infertile couples, who have received oocytes, refer 
to this event as a "tragedy" in their life [12].

The reluctance of the recipient couples, especially 
women, to disclose the resulting offspring’s genetic ori-
gin [13], concerns about the physical and mental health 
of the donor [14], decreased self-concept [15], concerns 
about the outcome of the treatment [16], ethical and reli-
gious issues [17], and economic and social challenges 
[18] are among the most known problems of using this 
technique. Furthermore, the significance of fertility as the 
most prominent gender-related role of women in tradi-
tional societies leads to new dimensions of social chal-
lenges for women in these societies [19].

Higher rate of depression in women than men in such 
societies [4], attributing infertility to women [20] and the 
taboo of female infertility [21] are among the evidence 
showing that women face more major problems in these 
countries. As such, the experience of using oocyte dona-
tion can affect these women more than others. Moreover, 
men have already played their gender role in the repro-
duction of the resulting offspring via gamete sharing [11].

However, the non-participation of women in the fetus’s 
genetic makeup together with socio-cultural challenges 

they face can impair their mental health [22]. There-
fore, pregnancy of these women is completely different 
from that of other women who have become pregnant 
naturally or by using assisted reproductive techniques 
through autologous oocytes. This considerably unique 
experience has been overlooked by researchers. There-
fore, the aim of the present study was to gain an under-
standing of the experiences of oocyte recipient women.

Methods
This qualitative study was conducted using inductive 
content analysis approach [23].

Participants
This qualitative study was conducted on 20 Iranian recip-
ients of donated oocytes who had been referred to pub-
lic and private infertility centers of Isfahan, Iran. These 
women were in one of the stages of the assisted repro-
ductive technique, namely, the treatment process, wait-
ing for the pregnancy test results, and either successful or 
unsuccessful results of treatment. The inclusion criteria 
were the ability to communicate properly, having ability 
to express their feelings and experiences, and having no 
severe and persistent mental illness according to the rec-
ognition of a psychiatrist and the documentations of the 
medical records.

Data collection
The participants were selected using purposive sampling 
method from August 2019 to February 2020 in Isfahan, 
Iran. The data collection technique in this study was 
interview. The interviews were conducted following a 
semi-structured and in-depth script. According to the 
ethics committee of Isfahan University of Medical Sci-
ences guidelines, after introducing herself and the objec-
tives of the research, the researcher invited the oocyte 
recipients to participate in the study. Sampling was per-
formed by presenting the university’s letter of introduc-
tion to the officials of infertility services and obtaining 
a license from them. The participants were identified 
in two ways. First, a number of participants, who were 
undergoing assisted reproductive techniques through 
using donated oocyte, were identified based on their 
medical records. Second, those who had been treated for 
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the past two years were identified and selected by evalu-
ating their archived records.

After identifying the participants and evaluating their 
inclusion criteria, the eligible ones were invited through 
a telephone call to participate in the study, and the nec-
essary explanations were provided to them. After obtain-
ing informed oral consent, the time and place of the 
interview were determined considering the participants’ 
opinions.

Sampling and interviews were conducted by a member 
of the research team who was a PhD student in psychi-
atric Nursing, under the supervision of a reproductive 
health specialist. Based on the participants’ preferences, 
most of the interviews were conducted in a private room 
in ART service centers by using a tape recorder. Before 
each interview, informed oral consent was obtained again 
for recording the voices of the participants. For the par-
ticipants who did not like to record their voice, the inter-
view was handwritten.

If women were willing to participate in the study, they 
were explained that their participation or non-participa-
tion will not affect their treatment process, their infor-
mation will be completely confidential, and they can 
leave the study whenever they wish. Then, they were pro-
vided with the necessary explanations about the process 
of the study, and entered the study after obtaining their 
informed consent and the permission to record their 
voice.

The interviews began with guiding questions such as 
"explain your experience of receiving a donated oocyte;" 
"explain your thoughts and feelings since oocyte dona-
tion was suggested to you;" or "what issues affected your 
emotions?" Emotional reactions of the participants were 
recorded manually during the interview so that they may 
lead to a deeper understanding during the analysis of the 
interviews.

Depending on the circumstances of the participants, 
the duration of each interview was 60–90 min. If neces-
sary, note taking was also performed during the inter-
views. Each interview was transcribed and arranged for 
qualitative content analysis, and the data were analyzed 
simultaneously. The interviews continued until cat-
egories were emerged and data saturation was reached. 
Data were considered saturated when no new code was 
extracted from the interviews and the previous codes 
were repeated at least 4 times [24].

Data analysis
In parallel with data collection, the data were analyzed 
manually through using Graneheim and Lundman 
method [23]. At first, in order for the researchers to get 
familiar with the data, the text of each interview was 
read several times; then, meaning units and initial codes 

were extracted from the raw data. At this stage, the data 
were examined line by line and the codes were identified. 
In the next stage, the initial codes were categorized and 
similar codes were put in subcategories. Finally, the main 
categories were created based on the subcategories.

In-depth interviews with the participants, reading each 
interview several times and, thus, immerging in the data, 
together with using the opinions of expert colleagues for 
the confirmation or possible correction of the extracted 
codes and categories were used in order to increase the 
credibility of the data. Moreover, to assess the consensus 
of the researchers and participants on the codes, a num-
ber of interviews were returned to the participants after 
coding.

To increase of dependability, access methods, clear 
coding and evidence-based coding (quotations) were 
used. In order to ensure confirmability, the researcher 
used the reviews of the observers together with the sup-
plementary opinions of four experts in the areas of psy-
chiatric nursing, reproductive health and psychology who 
were skillful in the field of qualitative research. A rich 
descriptive presentation was provided for readers in the 
research report to evaluate the applicability of the data in 
other areas and the data transferability as well [25].

Ethical considerations
The ethics committee of Isfahan University of Medical 
Sciences (IR.MUI.RESEARCH.REC.1398.312) approved 
the study and all methods were performed in accordance 
with the relevant guidelines.

Results
A total number of 23 participants undergoing assisted 
reproductive treatment through using donated oocytes 
were invited to participate in the study, of whom 20 were 
interviewed. Of those who did not consent to participate 
in the study, one was in the phase of the donor’s ovarian 
stimulation and the other two had not received success-
ful assisted reproductive treatment. All three refused to 
participate in the study as they were concern about dis-
closure of their infertility treatment via using donated 
oocytes.

The demographic characteristics of the participants 
are shown in Table  1. From the analysis of the inter-
views with 20 Muslim participants aged between 29 and 
47  years old, 98 inferential codes were extracted. After 
merging duplicate codes and those with the same con-
cept, finally 90 inferential codes, 9 subcategories and 3 
main categories were inferred. The three main categories 
included distressing psychologic symptoms, social stig-
matization, and negative coping mechanisms (Table 2).

The subcategories of self-esteem destruction, anxiety 
and stress, depression and spiritual discouragement were 
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merged into the distressing psychologic symptoms. The 
subcategories of concerns about disclosure, judgment of 
others and conflict with religious teachings resulted in 
the main category of social stigmatization. The negative 
coping mechanisms category was formed based on the 
subcategories of aggression and denial.

Distressing psychologic symptoms
One of the main categories of the research was distress-
ing psychologic symptoms which was inferred from the 
subcategories of self-esteem destruction, anxiety and 
stress, depression, and spiritual discouragement.

Self‑esteem destruction
The experience of 50% of the oocyte recipients showed 
that upon realizing that they could not use their own 
oocyte for fertility and had to use a donated oocyte, they 
had a feeling of inferiority and defect, resulting in a loss 
of self-esteem which grew over time. Combined with an 
infertility-related sense of guilt, this feeling was intensi-
fied in these women. In this regard, participant 8 said: 
"I really felt down. For my husband’s sake, I had a feeling 
of weakness and deficiency. I was very upset that I had to 
implore another woman to give me her oocyte. My self-
esteem was crushed and I felt my pride had left me."

Anxiety and stress
Another subcategory of distressing psychologic symp-
toms was anxiety and stress. According to the experi-
ences of 60% of the participants, the problem of infertility 
together with using a third party, donated oocyte and 
inflexible treatment programs, caused emotional distress 
such as anxiety and stress. This effect was so evident that 
in some cases, the treatment cycle was stopped or medi-
cation was used on the advice of a psychiatrist to reduce 
their anxiety. Participant 2 said in this regard: "I felt I had 
no control over the newly created situation and I became 
more anxious upon entering a new phase of the treatment. 

Table 1 Demographic characteristics of the participants

The number of the 
participant

Age Education Job Duration of 
infertility

Treatment duration 
(years)

Successful 
pregnancy 
history

P1 41 Bachelor’s degree Employee 9 7 No

P2 39 Master’s degree Employee 9 7 No

P3 32 Middle school Housewife 9 8 No

P4 29 Bachelor’s degree Employee 8 3 Yes

P5 30 Primary school Housewife 10 5 Yes

P6 40 Bachelor’s degree Employee 8 8 No

P7 36 Middle school Housewife 16 15 No

P8 47 Middle school Housewife 2 2 Yes

P9 37 Primary school Housewife 10 8 No

P10 41 Bachelor’s degree Employee 9 7 No

P11 47 Primary school Employee 23 23 Yes

P12 45 Bachelor’s degree Employee 3 3 Yes

P13 44 Bachelor’s degree Retired 3 3 No

P14 44 Bachelor’s degree Employee 4 3 No

P15 38 Bachelor’s degree Employee 3 3 No

P16 40 Bachelor’s degree Employee 3 3 No

P17 35 Primary school Employee 10 4 No

P18 35 Primary school Housewife 9 8 No

P19 40 Middle school Employee 16 15 No

P20 39 Master’s degree Employee 10 5 No

Table 2 Main and subcategories

Main categories Subcategories

Distressing psychologic symptoms Self‑esteem destruction
Anxiety and stress
Depression
Spiritual discouragement

Social stigmatization Concerns about disclosure
Judgment of others
Contrast with religious teachings

Negative coping mechanisms Aggression
Denial
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We had problems such as lack of a specific medicine, the 
success or failure of the treatment, or problems associated 
with the cooperation of the donor; however, the doctor 
asked me to be not anxious. Stress and anxiety can lead to 
the failure of the treatment. Isn’t that so? I’d like to go to a 
deep sleep and wake up to see that everything is over and 
the baby is in my lap."

Depression
Feeling depressed was another experience expressed by 
90% of the participants. The need to use a third party for 
fertility, recurring medical expenses and multiple failures, 
blame of others, lack of comprehensive support from the 
husband, and other destructive feelings and behaviors 
had led to depression in women. Participant 7 said in a 
hateful voice: "I’m depressed now. I don’t enjoy anything. 
Nothing makes me happy. This depression of mine has 
affected my husband too. He does not want to live with a 
depressed person in an unhappy and gloomy house. We 
are far apart".

Spiritual discouragement
A kind of despair and spiritual discouragement was 
expressed by 50% of the participants. Women who had 
a strong relationship with spirituality before the offer to 
use donated oocytes had experienced this spiritual dis-
couragement caused by problems such as multiple treat-
ment failures and failure to be pregnant using autologous 
oocyte and, the need to use a third party in fertility. For 
example, participant 20 said in tears: "I was always wait-
ing for a miracle to happen and I thought that finally my 
prayers would be answered and we would have a child; 
but now I’m at the end of my rope, and think that my 
prayers are no longer effective and useful. I can’t even have 
a cell of my own to be able to get pregnant."

Social Stigmatization
The category of social stigmatization consisted of the 
three subcategories of concerns about disclosure, judg-
ment of others, and conflict with religious teachings.

Disclosure
Concerns about disclosure and the consequent attempt 
to conceal the process of the treatment were among the 
predominant (95%) approaches of the study’s partici-
pants. In addition to enduring the emotional burden of 
childlessness, these women were forced to hide the use 
of donated oocytes as a treatment method from others 
as they were concern about some social stigma. Partici-
pant 17 expressed her desire for keeping secret her use of 
donated oocyte as follows:

We didn’t want anyone to know about it. We were 
severely under pressure. We couldn’t consult anybody. 

We never said the details to those around us. We just 
said that we are under treatment. If we let others know 
about it, we should tolerate their scoffs and scolding 
too, and this stigma would stay with us forever.

Judgment of others
Judgment of others was also expressed by 55% of the 
participants. Concerns about the judgment of others 
for using donated oocyte, fear of the negative reactions 
of others to this technique, and stigmatizing them as 
the cause of infertility presented challenges to these 
women with regard to talking about this issue with oth-
ers, especially their family. Moreover, concerns about 
the apparent dissimilarity of the resulting offspring 
to the parents and, consequently, the negative judg-
ments of others together with tolerating some stigmas 
were among the important concerns of infertile oocyte 
recipient women. Most of the participants talked about 
the overwhelming pressure of others’ judgments on 
their treatment and using donated oocytes. They were 
always judged by annoying questions such as why don’t 
you have children? Why don’t you treat? Or why don’t 
you use this method of treatment? Participant 7 said: 
"The judgment of others with regard to donated oocyte 
was very cruel. They used to say you wouldn’t under-
stand the feelings of a mother till you become mother or 
give birth to a child. But, what about now?! If they come 
to know that I have used donated oocyte and the baby’s 
gene is not mine, they probably will say that you cannot 
understand the feelings of a mother until you have your 
own child…".

With regard to the judgment of others, participant 13 
said that "My husband’s family often stigmatized me, say-
ing that I am infertile; I couldn’t have children; my oocytes 
are weak and, thus, I have to use the oocytes of another 
woman."

Conflict with religious teachings
Conflict with religious teachings was another challenge 
experienced and expressed by 35% of the participants. 
Before making sure that the use of donated oocytes did 
not contradict the religious rules of Islam, a number of 
participants considered it to be unethical and against 
the Sharia. In this regard, participant 7 said: "We are a 
religious community. It is important that to whom this 
child is mahram. The resulting offspring is mahram to the 
paternal family, but what about maternal family? We are 
so religious and it is an important issue for us; that if my 
child is a boy, is he mahram to my mother and sister or 
not? This issue, if resolved for me, is still unresolved for our 
relatives."
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Negative coping mechanisms
Denial and aggression were two other subcategories from 
which the main category of negative coping mechanisms 
was extracted.

Denial
Behaviors such as visiting different physicians, perform-
ing multiple tests in different centers, interrupting treat-
ment process or requesting other treatment methods 
with the hope that previous diagnoses have been wrong 
and to obtain a positive result were reflective of the psy-
chological reaction of denial in 60% of the participants. 
Participant 1 stated in this regard: "When the doctor told 
us that my oocytes were weak and that we should use 
donated oocytes, we were very disappointed … My hus-
band had come to terms with this issue to some extent, 
but I still did not believe it … The doctor must be wrong as 
we have not had similar problems in our family; my mom 
get pregnant at the age of 48…".

Aggression
Aggression was another behavior in 40% of the partici-
pants, which was caused by the insistence of others for 
having children or their disagreement with using donated 
oocyte. In such a condition, the participants had lost 
the control of their behavior and emotions and behaved 
aggressively. Participant 9 said: "Even thinking about 
being pregnant by using someone else’s oocyte made me 
quite nervous and aggressive; I reacted to my husband’s 
words aggressively. I even threatened him once that if he 
didn’t agree to use donated oocyte, I would get a divorce."

Discussion
The present study aimed to gain an understanding of the 
experiences of oocyte recipient women. The results of the 
study showed that social taboos resulting from the sig-
nificance of fertility led to some psychological responses 
in oocyte recipients. One of the experiences expressed by 
these women was the destruction of self-esteem caused 
by the need to use non-autologous oocyte requiring the 
entry of a third party (donor) in the infertility treatment 
process. This experience was emanated from a woman’s 
realization that she is unable to play her gender role and 
become a mother. Although the reproductive role of 
women is not limited to gamete sharing and the process 
of pregnancy and childbirth has an important function in 
reproduction, the lack of participation in the creation of 
offspring is of particular significance in different cultures 
[26].

The results showed that cultural teachings with regard 
to the definition of motherhood have been effective in 
destroying the participants’ self-esteem. Concern about 
the judgments of others was indicative of the social 

pressures caused by the negative attitude of society, 
which could reduce the self-esteem of oocyte recipients, 
leading to their anxiety, stress, and depression. Increased 
anxiety and depression have been previously reported in 
infertile women [27].

However, according to studies, these psychological 
symptoms are reduced in the users of assisted repro-
ductive techniques who get successfully pregnant using 
autologous oocytes [28]. Based on the results of the pre-
sent study, oocyte recipients face some challenges which 
can continue even after a successful treatment. According 
to the results, concern about the judgment of others had 
caused them to worry about disclosure of the donation 
information as well as the genetic origin of the offspring. 
Not only did this issue cause anxiety in these women [29, 
30], it was also at odds with religious beliefs.

Issues such as the resulting offspring’s relationship 
with other family members and what in Islam is called 
mahram are other important issues whose observance 
requires providing others with information about the 
genetic origin of the offspring. Mahram is a significant 
issue in Islam. A mahram in Islam is a member of one’s 
family with whom marriage is considered haram (ille-
gal) and from whom the concealment of body with hijab 
is not obligatory. According to this religious belief, men 
and women who are not mahram with each other need to 
observe some restrictions.

This Islamic rule requires a woman to cover her body 
against a non-mahram man. Being mahram is deter-
mined based on the genetic link between family mem-
bers. Therefore, in Muslim families, in order to comply 
with this principle, the use of donated oocytes for the 
treatment of infertility should be disclosed, so that those 
who are not genetically connected with the offspring and 
are not considered mahrams can observe the religious 
rules.

The conflict between the issue of being mahram and 
the preference of keeping secret the use of donated 
oocyte is one of the reasons for some ongoing psycho-
logical burdens throughout the life and for years after the 
birth of the offspring [31].

Depression and the resulting problems together with 
the loss of hope for having a child with a genetic similar-
ity, that is symbolically valuable to women, led to a kind 
of spiritual discouragement in these women. As shown 
in this study, after learning about their inability to con-
ceive with an autologous oocyte, this special group of 
recipients of ART had various feeling towards it. As such, 
they looked doubtfully and disappointedly at spirituality-
related issues.

For instance, according to some women their infer-
tility was due to their past sins and, thus, they believed 
disappointedly that their prayers would not be answered. 
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However, as shown in a qualitative research, relying on 
a superior being (God) is one of the coping strategies to 
which Iranian women resort with regard to their infertil-
ity to gain power and manage this undesirable situation 
[32]. Thus, spiritual discouragement of these women 
suggests that they are more prone to psychological prob-
lems than other infertile women. In order to reduce these 
negative feelings and achieve mental health in all aspects, 
paying attention to spirituality and other related issues 
seems to be necessary.

Denial and aggression of the participants were among 
other findings of the study which have been reported 
in other studies on infertile couples as well [33, 34]. As 
revealed in study, after passing the stage of infertil-
ity denial through the diagnosis that they are unable to 
produce gametes and need to use donated oocyte, these 
women employ the mechanism of denial to cope with the 
caused stresses.

Moreover, the influx of other negative emotions such 
as the fear of a third party’s entering their life and the 
subsequent feeling of disintegration of marital life, lack 
of control over their affairs and other problems which 
are different from those of infertile women treated with 
other ARTs made the women of this study use aggression 
as a negative reaction to their emotions.

It was also shown that oocyte recipients had some neg-
ative experiences which might affect their mental health. 
Accordingly, social support is one of the pivotal needs of 
these women because, while trying not to disclose the 
use of donated oocyte, they are deprived of any social 
support and psychological counseling. Accordingly, con-
sidering the socio-cultural context of their society, infer-
tility service providers need to provide these women with 
appropriate counseling programs to reduce of the feeling 
of inability to control the affairs in them.

One of the limitations of this study was the non-inclu-
sion of the women who needed to use donated oocyte but 
did not enter the process of the treatment as they denied 
their need. Additionally, this research was conducted in a 
society with specific Islamic beliefs and, thus, the results 
cannot be generalized to other societies.

Conclusion
Investigating the experiences of oocyte recipients, we 
showed that these women develop negative psychologi-
cal symptoms such as, stress, anxiety and depression, 
spiritual coldness and loss of self-esteem. Concerns about 
disclosure of this treatment method, judgment of others, 
and conflict between some cases of oocyte donation and 
religious beliefs were other negative feelings expressed 
by the participants of the study. Finally, it was found that 
these women may use maladaptive coping techniques, 
such as denial and aggression, following their treatment.

Acknowledgements
The authors gratefully acknowledge the Institutional Review Board affiliated 
with Isfahan University of Medical Sciences that supported this research 
project financially.

Authors’ contributions
MF, SG and AK were involved in Project development. SG was involved in 
interview. MF, SG, AK and MA were involved in data analysis and interpreta‑
tion. SG and AK prepared the first draft of the manuscript. All authors read and 
approved the final manuscript.

Funding
This study was funded by Isfahan University of Medical Sciences (Grant 
Number 398387).

Availability of data and materials
Data and material are available on request from the corresponding author.

Declarations

Ethics approval and consent for publication
The Ethics Committee of Isfahan University of Medical Sciences approved the 
study (IR.MUI.RESEARCH.REC.1398.312), and all procedures were performed in 
accordance with the relevant guidelines.

Consent to participate
Informed consent was obtained from all participants.

Competing interests
The authors declare that they have no conflict of interest.

Author details
1 School of Nursing and Midwifery, Isfahan University of Medical Sciences, 
Isfahan, Iran. 2 Nursing and Midwifery Care Research Center, School of Nursing 
and Midwifery, Isfahan University of Medical Sciences, Hezarjerib AV., Isfahan, 
Iran. 

Received: 14 June 2021   Accepted: 6 December 2021

References
 1. Vander Borght M, Wyns C. Fertility and infertility: definition and epidemi‑

ology. Clin Biochem. 2018;62(32):2–10.
 2. Rostami Dovom M, Ramezani Tehrani F, Abedini M, Amirshekari G, 

Hashemi S, Noroozzadeh M. A population‑based study on infertility and 
its influencing factors in four selected provinces in Iran (2008–2010). 
IJRM. 2014;12(8):561–6.

 3. Rooney KL, Domar AD. The relationship between stress and infertility. 
Dialog Clin Neurosci. 2018;20(1):41.

 4. Maroufizadeh S, Ghaheri A, Almasi‑Hashiani A, Mohammadi M, Navid B, 
Ezabadi Z, et al. The prevalence of anxiety and depression among people 
with infertility referring to Royan Institute in Tehran, Iran: a cross‑sectional 
questionnaire study. Middle East Fertil Soc J. 2018;23(2):103–6.

 5. Stellar C, Garcia‑Moreno C, Temmerman M, van der Poel S. A systematic 
review and narrative report of the relationship between infertility, subfer‑
tility, and intimate partner violence. Int J Gynecol. 2016;133(1):3–8.

 6. Naab F, Lawali Y, Donkor ES. “My mother in‑law forced my husband to 
divorce me”: experiences of women with infertility in Zamfara State of 
Nigeria. PLoS ONE. 2019;14(12):e0225149.

 7. Dierickx S, Coene G, Jarju B, Longman C. Women with infertility comply‑
ing with and resisting polygyny: an explorative qualitative study in urban 
Gambia. Reprod Health. 2019;16(1):103.

 8. Yilmaz E, Kavak F. The effect of stigma on depression levels of Turkish 
women with infertility. Perspect Psychiatr Care. 2019;55(3):378–82.

 9. Hocaoglu C. The psychosocial aspect of infertility Infertility, assisted 
reproductive technologies and hormone assays. London: IntechOpen; 
2018.



Page 8 of 8Ghelich‑Khani et al. BMC Women’s Health          (2021) 21:406 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 10. Li G, Jiang Z, Han X, Shang X, Tian W, Kang X, et al. A moderated media‑
tion model of perceived stress, negative emotions and mindfulness on 
fertility quality of life in women with recurrent pregnancy loss. Qual Life 
Res. 2020;26:1–13.

 11. de Mouzon J, Chambers GM, Zegers‑Hochschild F, Mansour R, Ishihara O, 
Banker M, et al. International Committee for Monitoring Assisted Repro‑
ductive Technologies world report: assisted reproductive technology 
2012. Hum Reprod. 2020;35(8):1900–13.

 12. Shirai C. Genetic ties and affinity: longitudinal interviews on two moth‑
ers’ experiences of egg donation in Japan. East Asian Sci Technol Soc. 
2019;13(2):299–315.

 13. Skoog Svanberg A, Sydsjö G, Lampic C. Psychosocial aspects of identity‑
release gamete donation—perspectives of donors, recipients, and 
offspring. Ups J Med Sci. 2020;125(2):175–82.

 14. Bagheri M, Jafarabadi M, Rahimparvar SFV, Nourbala AA, Moghadam ZB. 
Concerns of infertile women candidates for egg donation: a qualitative 
study. J Family Reprod Health. 2020;14(1):21.

 15. Taghizadeh Z, Omani Samani R, Kazemnejad A, Reisi M. Self‑concept and 
self‑discrepancy among the women receiving and donating oocyte. 
HAYAT. 2015;21(3):50–62.

 16. Balkenende E, Dondorp W, Ploem M, Lambalk C, Goddijn M, Mol F. A 
mother’s gift of life: exploring the concerns and ethical aspects of fertility 
preservation for mother‑to‑daughter oocyte donation. Hum Reprod. 
2017;32(1):2–6.

 17. Adib Moghaddam E, Kazemi A, Kheirabadi G, Ahmadi SM. Self‑image and 
social‑image of the donors: two different views from oocyte donors’ eyes. 
Health Psychol. 2020;27:1359105320963211.

 18. Sälevaara M, Punamäki RL, Unkila‑Kallio L, Vänskä M, Tulppala M, Tiitinen 
A. The mental health of mothers and fathers during pregnancy and early 
parenthood after successful oocyte donation treatment: a nested case‑
control study. Acta Obstet Gynecol Scand. 2018;97(12):478–85.

 19. Hasanpoor‑Azghady SB, Simbar M, Abou Ali Vedadhir SAA, Amiri‑Farahani 
L. The social construction of infertility among Iranian infertile women: a 
qualitative study. J Reprod Fertil. 2019;20(3):178.

 20. Sahakian J‑PK, El Helou E, Azoury J, Salameh L, AbouJaoude I, Sleilaty G. 
Infertility within the Lebanese population: beliefs and realities. Middle 
East Fertil Soc J. 2020;25(1):1–8.

 21. Zandi M, Mohammadi E, Vanaki Z, Shiva M, Bagheri Lankarani N, Zarei F. 
Confronting infertility in Iranian clients: a grounded theory. Hum Fertil. 
2017;20(4):236–47.

 22. Zarif Golbar Yazdi H, Kareshki H, Amirian M, Aghamohammadian SH. Psy‑
chosocial challenges of infertility from the perspective of iranian women: 
a qualitative study. Nurs Midwifery J. 2020;18(6):447–59.

 23. Graneheim UH, Lundman B. Qualitative content analysis in nursing 
research: concepts, procedures and measures to achieve trustworthiness. 
Nurse Educ Today. 2004;24(2):105–12.

 24. Moser A, Korstjens I. Series: Practical guidance to qualitative research. Part 
3: sampling, data collection and analysis. Eur J Gen Pract. 2018;24(1):9–18.

 25. Amankwaa L. Creating protocols for trustworthiness in qualitative 
research. J Cult Divers. 2016;23(3):121–7.

 26. Aslan MM, Ugurel V, Elter K. The attitudes of fertile and infertile women 
to Oocyte donation in a Muslim and Secular population. Pak J Med Sci. 
2017;33(5):1260–4.

 27. Gleason JL, Drew LB, Jones MM. Stress, anxiety, and depression as precipi‑
tants of infertility: a comprehensive literature review. Women’s Reprod 
Health. 2020;7(3):205–22.

 28. Haidari Z, Mirzamoradi M, Soleymannezhad M. A comparative study of 
anxiety and depression in patient undergoing assisted reproductive 
technology with donated oocyte in comparison with autologous oocyte 
in infertile women. NBM. 2019;7(3):142–6.

 29. de Melo‑Martín I, Rubin LR, Cholst IN. “I want us to be a normal family”: 
toward an understanding of the functions of anonymity among US 
oocyte donors and recipients. AJOB Empir. 2018;9(4):235–51.

 30. Applegarth LD, Kaufman NL, Josephs‑Sohan M, Christos PJ, Rosenwaks Z. 
Parental disclosure to offspring created with oocyte donation: intentions 
versus reality. Hum Reprod. 2016;31(8):1809–15.

 31. Homburg R, Husain F, Gudi A, Brincat M, Shah A. Religious attitudes to 
gamete donation. Eur J Obstet. 2018;2018(231):204–9.

 32. Latifnejad Roudsari R, Allan HT. Women’s experiences and preferences in 
relation to infertility counselling: a multifaith dialogue. Int J Fertil Steril. 
2011;5(3):158–67.

 33. Rashidi BH, Afzali HM, Haghollahi F, Abedini M, Eslami M, Jaliseh HK. 
Behavioral defensive mechanism in infertile couples. J Biol Today’s World. 
2017;6(3):49–54.

 34. Yildirim SEPG. Psychological, social and ethical dimensions of infertility: a 
review. IJND. 2016;6(11):13–7.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.


	Psycho-social experience of oocyte recipient women: a qualitative study
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusion: 
	Plain English summary: 

	Background
	Methods
	Participants
	Data collection
	Data analysis
	Ethical considerations

	Results
	Distressing psychologic symptoms
	Self-esteem destruction
	Anxiety and stress
	Depression
	Spiritual discouragement
	Social Stigmatization
	Disclosure
	Judgment of others
	Conflict with religious teachings
	Negative coping mechanisms
	Denial
	Aggression


	Discussion
	Conclusion
	Acknowledgements
	References


